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Malaria — Great Exuma, Bahamas, May-June 2006 


Malaria in humans is caused by four distinct protozoan sp¢« 
cies of the genus Plasmodiun l ] paru od “, PP 


ind ? malariae). Vhese parasites are transmitted by the | 


mosquito (/). In the Caribbean 
i 


| 


eliminated 


an infective fem; 170phn 
] 
region, mak 


Hispaniola, the island consisting of Haiti and the Dominica 


R L] Flit oe { . 
\CpuDlIc limination OF Maltafrlia 
combination of integrated control measures, socioeconomic 
} ae . — ih] | Ir} iT lan How ! 
deveiopment, and Ciose pubdlic health surveillance. oweve 
. , ' ' , 
aribbe in islands where malaria Is no iongel endemi 
at constant risk ror reintroduction of the d SCAaSC 


because of their tropical climate, presence of competent 


malaria vectors, and proximity to other countries where 
1 is endemic. This susceptibility was underscored by 

he recent outbreak of malaria on the island of Great Exu 

in the Bahamas; during May—June 2006, a total of 19 malaria 


cases were identified. Four of the cases, in travelers from North 
America and Europe, are described in this report; such cases 
of imported malaria can signal the presence of a malaria prob 

lem in the country visited and thus assist local health authori 

ties in their investigations. On September 19, after 3 months 
with no report of new cases, ¢ DC rescinded its previous rec 

ommendation that U.S.-based travelers take preventive doses 
of the antimalarial drug chloroquine before, during, and after 
travel to Great Exuma.” 

Case 1. On May 24, 2006, a man aged 33 years from the 
United States received a diagnosis of malaria in a hospital 
emergency department in Virginia. The patient had intermit 
tent fever, sweats, abdominal discomfort, nausea, and vomit 
ing, which had begun during a May 4—7 visit to Great Exuma, 
where the patient had stayed in a resort hotel. The patient had 
) 


no history of exposure to malaria. Blood smears on May 24 


indicated P falciparum. After outpatient treatment with chlo- 





r/2006/ malaria 


roquine, changed later to quinine and doxycycline, the 

patient uneventfully 

Case 2. On June 6, a woman aged 29 years from Germany 
I) / 


‘ ' . 
ved a diagnosis of P falciparum malaria in a hospital in 


She had experienced feve la nausea, and 


since May 30, near the end of a May 18—31 visit t 


\fter her return to Germany, the woman w: 


vith antibiotics for suspected sinusitis. How 
} 
i 


| | 


persisted, and she was hospitalized on June 6 
ver and neck stifttness. Diagnostic tests included 
sonance imaging of her head, a lumbar puncture 

] . t ] | | 
xclude meningitis, and a blood smear that revealed 

1 1 ! 

. She was treated with artemether-lumefantrine 
ind recovered. 

Case 3. On June 16, a man aged 20 vears from Canada had 
> £.. , . | ] ] 
P falciparum malaria diagnosed. The man had been born in the 
Bahamas and had visited friends and relatives there during \pril 
19—June 11, spending most « 

| M 


the most populous city on Great Exuma. On June 14, the 


his time in Georgetown 


man experienced fever and chills and went to an emergency 
] 

department for evaluation after learning that his cousin had 

been treated recently for malaria on Great Exuma. The diag 


nosis of P falciparum malaria was confirmed by blood smeat 


/ 
on June 16. He was treated on an outpatient basis with chlo 
roquine followed by atovaquone-proguanil and recovered 


I. 
uneventfully. 





INSIDE 

1016 Inadvertent Misadministration of Meningococcal 
Conjugate Vaccine — United States, June-August 2005 

1017 Effects of Measles-Control Activities — African Region, 
1999-2005 

1021 Update: Influenza Activity — United States and 
Worldwide, May 21—September 9, 2006 














DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR DISEASE CONTROL AND PREVENTION 





September 22, 2006 





The MMWR series of publications is published by the Coordinating 
Center for Health Information and Service, Centers for Disease 
Control and Prevention (CDC), U.S. Department of !‘ealth and 
Human Services, Atlanta, GA 30333. 


Suggested Citation: Centers for Disease Control and Prevention. 
Article title]. MMWR 2006;55:[inclusive page numbers]. 


Centers for Disease Control and Prevention 
Julie L. Gerberding, MD, MPH 
Director 
Tanja Popovic, MD, PhD 
(Acting) Chief Science Officer 
James W. Stephens, PhD 
(Acting) Associate Director for Science 
Steven L. Solomon, MD 
Director, Coordinating Center for Health Information and Service 
Jay M. Bernhardt, PhD, MPH 
Director, National Center for Health Marketing 
Judith R. Aguilar 


{cting) Director, Division of Health Information Dissemination (Proposed) 


Editorial and Production Staff 
Eric E. Mast, MD, MPH 
(Acting) Editor, MMWR Serie 
Suzanne M. Hewitt, MPA 
Managing Editor, MMWR Series 
Douglas W. Weatherwax 
(Acting) Lead Technical Writer-Edito» 
Catherine H. Bricker, MS 
Jude C. Rutledge 
Writers-Editors 
Beverly J. Holland 
Lead Visual Information Spec talist 
Lynda G. Cupell 
falbea A. LaPete 
Visual Information Specialists 
Quang M. Doan, MBA 
Erica R. Shaver 


j 
Information Tec hnology Specialists 


Editorial Board 





William L. Roper, MD, MPH, Chapel Hill, NC, Chairman 
Virginia A. Caine, MD, Indianapolis, IN 
David W. Fleming, MD, Seattle, WA 
William E. Halperin, MD, DrPH, MPH, Newark, NJ 
Margaret A. Hamburg, MD, Washington, DC 
King K. Holmes, MD, PhD, Seattle, WA 
Deborah Holtzman, PhD, Atlanta, GA 
John K. Iglehart, Bethesda, MD 
Dennis G. Maki, MD, Madison, WI 
Sue Mallonee, MPH, Oklahoma City, OK 
Stanley A. Plotkin, MD, Doylestown, PA 
Patricia Quinlisk, MD, MPH, Des Moines, LA 
Patrick L. Remington, MD, MPH, Madison, W1 
Barbara K. Rimer, DrPH, Chapel Hill, N¢ 
John V. Rullan, MD, MPH, San Juan, PR 
Anne Schuchat, MD, Adlanta, GA 
Dixie E. Snider, MD, MPH, Atlanta, GA 
John W. Ward, MD, Adanta, GA 


Case 4. A man aged 66 years from the United States, who 
lived on a boat, received a diagnosis of P falciparum malaria 
on June 19. The man, who had not recently visited any area 
that was endemic for malaria, stayed in Great Exuma from 
late April to late May. In early May, he began experiencing 
fever, chills, sweats, headaches, and fatigue but did not seek 
medical care; he left Great Exuma to sail to other Bahamian 
islands. On June 18, on his return to Great Exuma, the 
patient learned of the outbreak and went the next day to the 
district medical clinic, where he received a diagnosis of 
P. falciparum malaria. He was treated with chloroquine and 
primaquine and recovered uneventfully. 

After report of the first case in Virginia, the Bahamian 
Ministry of Health (MOH) initiated epidemiologic and 
entomologic investigations with the technical assistance of the 
Pan American Health Organization. MOH also heightened 
mosquito-control activities that were already being conducted 
on Great Exuma in conjunction with the Bahamian Depart- 
ment of Environmental Health Services. 

Active case detection was conducted on Great Exuma dur- 
ing June 6—30; however, no case of malaria was diagnosed 
later than the June 19 diagnosis in case 4. Persons examined 
at primary-care clinics who had a history of fever and a tem- 
perature of >99.0 F (>37.2 C) and contacts of persons who 
received diagnoses of malaria were screened using thick and 
thin blood smears stained with Wright's stain. On Great 
Exuma, 15 persons were determined infected with 
P falciparum. Ages ranged from 16 to 66 years (median: 
36 years); 84% were males. Most of these patients were 


residents of the Bahamas, clustered around the areas of 


Georgetown and Bahama Sound, and living in close proxim- 


ity to a community of immigrants from Haiti; most said they 
had not recently traveled to Haiti or any other area endemic 
for malaria. All patients were initially treated with chloroquine 
ind doxycyline; the latter was subsequently replaced by pri- 
maquine to eliminate gametocytes and thus prevent further 
transmission. All 15 patients recovered. 

\ parasite prevalence survey was conducted on Great Exuma 
in a community of immigrants from Haiti, from which anec 
dotal reports of illness had been received. Of 159 persons who 
consented to testing, 29 adults were determined infected with 
P. falciparum. Vhis finding prompted mass treatment with chlo 
roquine and primaquine of 203 persons within that community. 

Entomologic surveys were conducted in multiple sites near 
bodies of fresh water identified by ground and air surveys in 
Great Exuma. Human bait and CDC light-trap collections 
yielded large populations of mosquitoes, of which only five 
were adult Anopheles albimanus. Surveys of potential breeding 
sites indicated few areas favorable for breeding of An. albimanus 


larvae, with five confirmed An. albimanus larvae collected trom 
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fer significantly (by Fisher exact test) from the proportion of 
IM vaccinees with rSBA titers >8 (Table). Two patients vacci- 
nated by the SC route had rSBA titers <8 (one participant fot 


serogroup C only and one for serogroup W-135 only). GMTs 


. 1 1 { - 
were significantly lower for SC vaccinees compared with age- 


matched IM vaccinees for serogroups A, C, and Y (odds 


ratios 1.78 [95% contidence interval (Cl 212.62 


>. 89]: and 1.66 IC] .03—2.67 


respec 


ly); however, no significant difference was observed 


1 


between GM Is for serogroup W-135 odds ratio = 0.71 [Cl 


. On the basis of the protective rSBA titer results 


for irly all vaccinees participa investiga 


ction, revaccination was not recommendec 


Reported by: § S/a 


T) 


‘By 


Editorial Note: The most likely reason for the inadvertent 
misadministration of MCV4 described in this report was that 
the older meningococcal vaccine, MPSV4, in use for nearly 


urs, is licensed for SC administration, whereas MCV4 is 


licensed only for IM administration. This reason was cited by 


alth-care providers participating in the investigation 


Although the overall serologic response for SC vaccinees 


was lower than that of IM vaccinees as determined by GMs, 
nearly all persons vaccinated by the SC route developed rSBA 
8, which was considered protective on the basis of 


it population-based studies of meningococcal C conju 


gate vaccine efficacy in the United Kingdom (2,3). Therefore, 


CDC determined that this particular group of persons vacci 


aa 
nated by the SC route was sufficiently protected and that 
revaccination was not necessary 

CDC cautions health-care providers to be aware that the 


, 
licensed route of vaccine administration can vary among similar 


TABLE. Number and percentage of patients with rSBA* titers 
>8 who were vaccinated with meningococcal conjugate 
vaccine via intramuscular (IM) and subcutaneous (SC) routes, 


by serogroup — United States, 2005 





IM group SC group 
(n = 372)! (n = 38) 2-tailed 


test result 





Fisher exact 





Serogroup No. (%) . (%) 

372 (100.0) 36 100.0 Undefined 
100.0) 
1 00 0) 3 ] (Cc d 0 09 


(100.0) 


0.09 


Undefined 





assay with baby rabbit complement (rSBA). A titer 
yn studies on 


> orotective on the basis of populatio 


ugate vaccine efficacy in the United Kingdom 


a group of 372 subjects (available via the clinical 


database for the 


age-matched controls for comparison with the SC vaccinees 


4 


w meningococcal conjugate vaccine [MCV4 
actra] [Sanofi Pasteur, Inc., Swiftwater, Pennsylvania]) were used 
= y 


vaccines and recommends that providers carefully review and 
follow the route of administration indicated on the vaccine 
label and package insert before administering vaccines. This 
is especially important after introduction of a new vaccine 


product. 
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Effects of Measles-Control 
Activities — African Region, 
1999-2005 


In 1999, of approximately 871,000 deaths from measles 
worldwide, 61% occurred in sub-Saharan Africa (7). In 2001 
countries in the World Health Organization (WHO) African 
Region began an accelerated measles-control program to 
reduce by half by 2005 the number of deaths that were caused 

in 1999 (2). The African Region accelerated 
measles-control program was based on four strategies: improv 
ing routine vaccinations; providing a second opportunity for 
measles vaccination through a routine, 2-dose vaccination 
schedule or through supplementary immunization activities 
SIAs)*; improving measles case management; and establish 


ing case based surveillance with laboratory confirmation fot 
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Measles Surveillance 
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FIGURE. Number of reported measles cases, by country group 
and year — World Health Organization African Region, 1990-2005 
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es cases in Group A and 
hich have all completed their SIAs, 


Group B countries, w 
began decreasing steadily as SIAs were conducted (Figure 
No decline was evident in the Group C countries; not all 


areas hi 1 covered by SIAs, and yearly fluctuations in 
| | 
I I 


ne number of measies cases have been observed. 


In countries that completed SIAs, the total number of sus 


1 i« ' ] Qg2 -_ 29 7) Oa 
pected measles cases decreased 93%, from 202,972 in 1999 


to 14,284 (Table); 1999 was chosen as the year for compar! 
son because it is the baseline year for the measles mortality 
reduction goal, and the initial catch-up SIAs in all countries 
other than the Group A countries were conducted after 1999 
lhe number of cases in 1999 was obtained from aggregated 
reports of cases that were diagnosed on the basis of clinical 
signs and symptoms; few of these cases have laboratory con 
firmation, and they include other diseases consistent with the 
clinical case definition of measles (« g., rubella). In 2005, af 


ter establishment of case-based surveillance, cases were con 


firmed by a laboratory or through epidemiologic linkage; con- 
firmed case totals were available for all countries except Gabon, 
Liberia, Mauritania, and Sierra Leone. In 2005, aggregate data 
also were used for Niger because case-based surveillance was 
not fully operational in the country. Tanzania reported 713 
possible Cases through the case based system, but because blood 
samples were obtained from <80% of cases, aggregate data 
were used in the calculations. Countries with no report for 
1999 (Gabon) or 2005 (Madagascar) were excluded from the 
calculations. 

fo maintain consistency in the case definition, clinically 
suspected measles cases reported in 2005 (i.e., which include 
cases not counted later after they had negative IgM serology 
results) were used in the calculations. The 93% decrease dur 
ing 1999-2005 in suspected cases demonstrated substantial 
progress in countries that have implemented accelerated 
measles-control activities. 

lo minimize the effect of using a single year as a baseline 
for a disease with cyclic epidemics, reports of suspected cases 
in 2005 also were compared with the average number of cases 
that occurred during 3 years (1998-2000). When the 3-year 
average was used as a baseline (N 


] ) 


| 193 
Cases also Gecreasec 0. 


200,68 3 Cases), reported 
Reported by: )) Ns/ MD, BG Mas 
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Editorial Note: The results of this report indicate a consis 


nt and 


te marked decrease in the number of measles cases 
reported from the WHO African Region country groups that 
completed nationwide measles catch-up SIAs during 1996 
2004. These countries have experienced a >90% reduction in 
clinical measles cases in 2005 compared with 1999. In con 
trast, the number of reported cases continued to vary widely 
by year in the group of countries that had not completed 
nationwide catch-up SIAs. Although countries do not report 
measles deaths to WHO, an analysis of country-level data from 
13 countries in the African Region that completed nation 
wide catch-up SIAs during late 2001 to early 2002 documented 
that the percentage reduction in reported deaths from measles 
was similar to that for reported cases of measles (6). The use 
ind analysis of surveillance data in this report suggest that 
case-based measles surveillance with laboratory confirmation 
in the African Region is providing useful information fot 
monitoring program effects. 

The increase from 2,988 cases in 1999 to 3,626 cases in 
2005 from countries in Group A (Table) is largely a result of 


the increase in cases reported from South Africa. For example, 
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TABLE. Number of reported measles cases, by country group and year of nationwide catch-up supplementary immunization 
activities (SIAs) — Worid Health Organization African Region, 1999 and 2005 

Year of Population No. of reported measles cases 

catch-up aged <15 yrs 2005 
Country SIAs (in millions) Clinical’ Confirmed’ 
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reduction was similar. Second, the system used for reporting 
cases changed in most countries; in 1999, the countries used 
aggregated reporting of clinically diagnosed cases, but in 2005, 
most reported laboratory-confirmed cases. Therefore, num- 
bers of suspected cases reported in 2005 were used to estimate 
the decrease in cases during 1999-2005, which might have 
led to an even greater decrease. In addition, although the case 
definition for suspected measles remained the same, the change 
from the aggregate (in 1999) to the case-based system (in 2005) 
of reporting might have resulted in underreporting (because 


of the additional tasks of individual case reports and blood 


samples) or overreporting (because of increased awareness of 


measles surveillance after SIAs). 

By December 2005, approximately 87% of the population 
aged <15 years (267.2 million children) in the countries in 
the African Region had been targeted by catch-up SIAs. In 
2006, nationwide catch-up SIAs are focusing on the areas that 
have not yet been covered, including 29 million children in 
southern Nigeria and 7 million children in the Democratic 
Republic of the Congo. Successful control of measles in the 
\frican Region will depend on conducting high-quality cam- 
paigns (i.e., campaigns that achieve >95% coverage) in these 
areas. At the same time, countries should continue to improve 
their routine immunization services, maintain high coverage 
with follow-up SIAs every 3—5 years, improve measles case 
management, and monitor their success by using case-based 
surveillance with laboratory confirmation to control measles 
and reach the global goal of reducing measles mortality. 
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Update: Influenza Activity — 
United States and Worldwide, 
May 21-September 9, 2006 


During May 21—September 9, 2006, influenza A(H3), 
influenza A(H1), and influenza B viruses cocirculated world- 
wide and were identified sporadically in North America. This 
report summarizes influenza activity in the United States and 
worldwide since the last MMWR update (/). 


United States 

In the United States, CDC uses seven systems for national 
influenza surveillance (2), four of which operate year-round: 
1) the World Health Organization (WHO) and the National 
Respiratory and Enteric Virus Surveillance System (NREVSS) 
collaborating laboratory systems; 2) the U.S. Influenza Sentinel 
Provider Surveillance System; 3) the 122 Cities Mortality 
Reporting System; and 4) a national surveillance system that 
records pediatric deaths associated with laboratory-confirmed 
influenza. Data from these four systems are included in this report. 

During May 21—September 9," WHO and NREVSS col- 
laborating laboratories in the United States tested 14,751 res- 
piratory specimens; 318 (2%) were positive for influenza 
(Figure). Of the positive results, 208 (65%) were influenza B 
viruses, 58 (18%) were influenza A (H1) viruses, five (2%) 


were influenza A (H3) viruses, and 47 (15%) were influenza 





* Data as of September 15, 2006 


FIGURE. Number* and percentage of respiratory specimens 
testing positive for influenza reported by World Health 
Organization and National Respiratory and Enteric Virus 
Surveillance System collaborating laboratories, by type and 
week — United States, May 21-September 9, 2006" 
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that were not subtyped. lhe majority (92%) of these 


, , 
were tested from mid-May through late June, when 
of specimens tested were positive for influenza. Sinc« 
of specimens tested, 0.6% were positive fot influenza. 


May 21 
: 


isits tO sentinel providers fo! 


1] 
weekly 


September 9, the percentage of 


' : 
influenza-like illness 
1 1 


] 
remained below the national baseline 


om U.6 ro UY percen 


Characterization of Influenza Virus 
isolates 





) 


(26%) of the influenza A (H1) viruses had reduced titers to 
antisera produced against A/New Caledonia. Of the 19 


\ (H3) viruses 


three from 


influenza one from Europe, 12 trom Latin 


\merica Asia, two from Oceania, and one from 


the United States) that were characterized, 18 (95%) were 


antigenically similar to A/Wisconsin/67/2005, the H3N2 


component of the 2006-07 influenza vaccine, whereas on« 


5%) had reduced titers to A/Wisconsin/67/2005. 


Influenza B viruses currently circulating worldwide can be 


divided into two antigenically distinct lineages represented by 
B/Yamagata/16/88 and B/Vi 2/87. The B component 
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tain medical conditions) and for health-care workers and 
household contacts of persons at increased risk (4). In addi- 
tion to the groups for whom influenza vaccination is recom- 
mended, influenza vaccine can be administered to anyone who 
wants to reduce the likelihood of becoming ill with influenza. 

For the 2006-07 influenza season, the four manufacturers 
licensed to produce influenza vaccine for the United States 
(Sanofi Pasteur, Inc.; Novartis; GlaxoSmithKline, Inc.; and 
MedImmune Vaccines, Inc.) expect to produce more than 100 
million doses of influenza vaccine. Because vaccine supplies 
for 2006 are projected to be plentiful and no delays are 
expected, influenza vaccination can proceed for all persons, 
whether healthy or at high risk, either individually or through 
mass Campaigns, as soon as vaccine is available. The optimal 
time for influenza vaccination is during October-November; 
however, vaccine should be offered throughout the influenza 
season, even after influenza activity has been documented in 
the community. 

\s a supplement to influenza vaccination, antiviral drugs 
aid in the control and prevention of influenza. However, high 
levels of resistance to the antiviral adamantanes (i.e., amanta- 
dine and rimantadine) have been identified among circulat 
ing influenza A (H3) viruses; therefore, CDC continues to 
recommend against use of the adamantane class of antivirals 
for the treatment and prophylaxis of influenza in the United 
States until susceptibility to adamantanes has been reestab- 
lished among circulating influenza A isolates (5,6). 

The ongoing widespread epizootic of highly pathogenic 
avian influenza A (H5N1) in Asia, Africa, and Europe 
remains a major public health concern. As of September 9, 
2006, influenza A (H5N1) had been reported in migratory 
birds or poultry flocks in Africa, Asia, and Europe, with 
human cases reported from 10 countries in Africa and Asia. 
No evidence of sustained person-to-person transmission has 
been identified, although limited person-to-person transmis 
sion has occurred (7). No cases of infection with highly patho- 
genic influenza A (H5N1) have been identified in humans, 
poultry, or migratory birds in the United States. In collabora- 
tion with local and state health departments, CDC continues 
to recommend enhanced surveillance for possible influenza A 
H5N1) infection among travelers with severe unexplained 
respiratory illness returning from countries affected by influ 


enza A (H5N1) (8). 


Influenza surveillance reports for the United States are posted 
online weekly during October—May at http://www.cdc.gov/ 
flu/weekly/fluactivity.htm. Additional information about 
influenza viruses, influenza surveillance, the influenza vaccine, 


and avian influenza is available at http://www.cdc.gov/flu. 
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TABLE I. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 
week ending September 16, 2006 (37th Week)* 





5-year 
Current Cum weekly Total cases reported for previous years 


Disease week 2006 average’ 2005 2004 2003 2002 2001 States reporting cases during current week (No.) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending September 16, 2006, and September 17, 2005 
(37th Week)* 





Chiamydia' Coccidioidomycosis Cryptosporidiosis 

Previous Previous Previous 

Current 52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks 

Reporting area week Med Max 2006 week Med Max 2006 2005 


United States 








__52 weeks — Cum Cum 
week Med Max 2006 2005 





New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Centra! 


W.S. Central 


Mountain 


Pacific 











1026 


MMWR 


September 22, 2006 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 16, 2006, and September 17, 


2005 (37th Week)* 





Giardiasis 


Gonorrhea 


Haemophilus influenzae, invasive 
All ages, all serotypes 





Previous 
Current 52 weeks 
Reporting area week Med Max 


Previous 
Current 52 weeks Cum Cum 
week Med Max 2006 2005 


Previous 
Current 52 weeks Cum Cum 
week Med Max 2005 





United States 1 244 4 


New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 


45 6.493 14,136 228,930 232,702 
104 288 3,839 4,233 


241 1,497 1,842 


30 


142 





h . ’ 

Mariana Islands 

>ases N: Not notifiable 
005 and 2006 are provisional 


2 National Electronic Disease Surveillance 


> year-to-date counts Med: Median 


(NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 16, 2006, and September 17, 
2005 (37th Week)* 





Hepatitis (viral, acute), by type 





A B Legionellosis 
Previous Previous Previous 
Current 52 weeks Current 52 weeks Cum Current 52 weeks Cum Cum 
Reporting area week Med Max week Med Max 2005 week Med Max 2006 2005 


United States 











ce 


New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 16, 2006, and September 17, 
2005 (37th Week)* 





Lyme disease Malaria 
Previous Previous 
Current 52 weeks Current 52 weeks Cum 
Reporting area week Med Max Med 2005 











United States 49 24 2.153 1.3¢ 16.457 24 
New England 47 37 ? 974 ‘ 3 4 


AA 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 





n Mariana Islands 
—ases N: Not notifiable Cum: Cumulative year-to-date counts Med 
2005 and 2006 are provisional 


the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 16, 2006, and September 17, 


2005 (37th Week)* 





Meningococcal disease, invasive 





All serogroups 


Serogroup unknown 


Pertussis 





Previous 
Current 52 weeks Cum Cum 


Reporting area week Med Max 2006 2005 


Current 
week 


Previous 


_52weeks_ = Cum 


Med Max 2006 


Previous 
Cum Current 52 weeks Cum 
2005 week Med Max 2006 





United States 


New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 16, 2006, and September 17, 


2005 (37th Week)* 





Rabies, animal 


Rocky Mountain spotted fever 


Salmonellosis 





Previous 


Current 52 weeks Cum Cum 


Reporting area 


Previous 


Current 52 weeks Cum 


week 


Previous 


Cum Current 52 weeks Cum Cum 





week Med Max 2006 2005 


United States 


New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 


Med Max 


24 


2006 


1 


2005 


week Med Max 


2006 2005 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 16, 2006, and September 17 
2005 (37th Week)* 





Shiga toxin-producing E. coli (STEC) Shigellosis Streptococcal disease, invasive, group A 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 
United States 1 1 1 











New England 


Mid. Atle 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 16, 
2005 (37th Week)* 





2006, and September 17, 
Streptococcus pneumoniae, invasive disease 
Drug resistant, all ages 
Previous 
52 weeks 
week Med Max 


Current 





Syphilis, primary and secondary 
Previous 
Cum Current 52 weeks 
2006 2005 week Med Max 
New England 1 


Cum 
Reporting area 


Varicella (chickenpox) 
Previous 
Cum Current 52 weeks 
2006 2005 week Med Max 


United States 





Cum 


Cum Cum 
2006 2005 





Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending September 16, 2006, and September 17, 
2005 (37th Week)* 





West Nile virus disease’ 
Neuroinvasive Non-neuroinvasive 
Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 
United States 1 1 ; 1,07 














New England 


Mid. Atlantic 
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Deaths in 122 U.S. cities,“ week ending September 16, 2006 


37th Week) 





TABLE Ill 


All causes, by age (years) 





——— | 
j 


P&l 
ting Area ge -65 | 45-64 | 25-44 | 1-24 


Total 


| «| 


All causes, by age (years) 
j T 


All | | 
= | 


Reporting Area Ages | 65 | 45-64 | 25-44 








England 





S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals September 16, 2006, with historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Hepatitis A, acute 
Hepatitis B, acute 
Hepatitis C, acute 

Legionellosis 

Measles 
Meningococcal disease 
Mumps 

Pertussis 


Rubella 


Ratio (Log scale)* 


Beyond historica 


* Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week 
periods for the past 5 years). The point where the hatched area begins is based on the mean and two standard 
deviations of these 4-week totals 
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